Introduction. The death of an infant during a pregnancy is profoundly traumatic, both for the parents and for the involved healthcare professionals. Most research focuses on the impact of antenatal stillbirth with very little research examining the specific impact an intrapartum fetal death has on obstetricians. The aim of this study was to provide an in-depth qualitative exploration of the attitudes and responses that Irish obstetricians have following direct involvement with an intrapartum fetal death. Material and methods. Qualitative semi-structured interviews were used. Interpretative phenomenology was used for data analysis. The setting was a tertiary university maternity unit in Ireland with 8200 deliveries per year. Ten obstetricians were purposively sampled. The main outcome measures were the attitudes and responses of Irish obstetricians following exposure to an intrapartum death. Results. Obstetricians were profoundly and negatively affected by a personal involvement with an intrapartum death. Analysis of the data revealed two superordinate themes; the doctor as a person, and supporting each other. The doctor as person was characterized by two subordinate themes; emotional impact and frustration. Supporting each other was also characterized by two subordinate themes; an unmet need and incidental support and what might work. Conclusions. Obstetric doctors who are directly involved in an intrapartum death are the second victims of this event and this is something that needs to be acknowledged by the public, by the healthcare system, by the media and by the doctors themselves. The development of effective emotional support interventions for all obstetricians is extremely important.
Introduction
Intrapartum fetal death (IPD) is defined as the death of an infant after the onset of labor but before they are born. More than 1.3 million infants die annually during labor (1) . The proportion occurring in higher-income countries such as the Republic of Ireland (ROI) and the United Kingdom (UK) is comparatively low, with most recent IPD rates of 0.27 and 0.35 per 1000 births, respectively (2, 3) .
The death of an infant during pregnancy is traumatic for the parents and the healthcare professionals (HCPs) involved. Research in this area focuses on the effects of antenatal stillbirth or perinatal death on parents (4) (5) (6) (7) and HCPs (8) (9) (10) , without investigating the specific impact of unexpected IPD.
The emotions described by parents after a stillbirth include shock, sadness and fear, with guilt and anger becoming apparent in the longer term (5, 6, 11, 12) . These emotions resemble those expressed by HCPs involved in a stillbirth. Irish obstetricians describe feeling sad, isolated and unsupported in the aftermath of a stillbirth (10) . Israeli obstetric nurses who have experienced a perinatal death are more likely to be affected by post-traumatic stress disorder and depression than are other uninvolved colleagues (8) . US obstetricians regularly blame themselves for perinatal deaths (9) with almost one in 10 considering leaving obstetrics secondary to the emotional burden of caring for parents after perinatal death (9) .
An unexpected IPD is a uniquely traumatic experience for HCPs, especially where the pregnancy is uncomplicated and the unborn infant is healthy entering labor. There may be questions about clinical decision making, as it is suggested that the IPD rate of a hospital is reflective of the quality of care provided during labor (1, 13, 14) .
In addition, a recently published questionnaire study by these authors found that direct involvement with an IPD is stressful and upsetting, with obstetricians having to balance providing compassionate care to the parents with their own grief for the loss of the baby (15) . It is therefore likely that responses of obstetricians to IPD differ from responses to antenatal stillbirths.
Our study aims to provide an in-depth qualitative exploration of the attitudes and responses that Irish obstetricians have following direct involvement with an intrapartum fetal death.
Material and methods
How HCPs reflect on their own experiences and how this impacts on the care they provide to patients is something that cannot be investigated fully using traditional quantitative methods; hence qualitative research is appropriate.
Interpretative phenomenological analysis (IPA) was chosen as it explores how individuals make sense of major life experiences (16) . While a specific event may be experienced by numerous individuals, their personal perception of this event is unique to them. IPA aims to provide a deep exploration and interpretation of these individual reactions (16) . Researchers using IPA need access to detailed personal accounts of the experience in question.
Purposive sampling was used to recruit participants who had worked in a large tertiary maternity hospital. All obstetricians with direct involvement with an IPD were eligible to participate. An email invitation was sent to potential participants informing them of the study. This initial email was followed by five further email reminders over the course of three months. Seventeen consultant obstetricians and 20 obstetric registrars were invited to participate. The participants were all known to the primary author (K.McN.) prior to the start of the study and they were all aware that this research was being conducted as part of a postgraduate degree program. Written consent was obtained before commencing participation.
Semi-structured interviews were used in this study. The primary author and one of the co-authors designed the interview topic guide. The full topic guide is available as Supporting Information Appendix S1. The scenarios were discussed with each participant at the end of each interview and in general served to strengthen what the participant had already discussed about their experiences. Analysis of this part of interview did not add very much to the findings. The interviews were conducted by the primary author or and/one of the co-authors (S.M.) at a time and location that suited the participant. No one else was present at these interviews. Three interviews were conducted by both the primary author and one of the co-authors (S.M.). The interviews were conducted between November 2015 and December 2016. Interviews were recorded and transcribed verbatim by the primary author. Interviews ranged between 33 and 101 min in duration. To ensure anonymity, the identities of participants were only known to the interviewing authors. In addition, to further preserve anonymity, and as Ireland is a small country and the participants are all known to each other, we have provided minimal participant demographics in Table 1 .
The primary author is an obstetrician in training with prior limited experience of qualitative research methodology. The primary author was trained in the use of qualitative methodology and interview technique by one of the co-authors (S.M.) and it was for this reason that three of Data were analyzed by the primary author following a specific step-like sequence unique to IPA (17) . As the primary author is also an obstetrician, to ensure validity and reduce interpretation bias, S.M. independently analyzed data, and consensus was reached on evolving themes. This was done by discussing the identified themes, in particular any disagreements in the data, to allow for refinement of the coding system.
Step one involved reading the transcripts while listening to the audios of the interviews, to ensure a general knowledge and overview of the data.
Step two involved identifying the preliminary themes in each transcript.
Step three involved structuring the analysis by grouping the preliminary themes into super-ordinate and sub-ordinate themes.
Step four involved creating a master table of themes which highlighted the main concerns of the research participant and confirmed that saturation had been reached. Once these steps were completed, themes were examined to identify similarities and differences between the different transcripts. It is vital to add that the themes identified are based on the author's interpretation of the participants' experiences. Data were managed using NVIVO 11. Figure 1 details how this process was conducted for two of the participants.
Data are presented in tables using direct quotes from the participants. These tables are located after each subordinate theme. To protect their anonymity we have not directly referenced each quote, as the participants are known to one another. 
Ethical approval

Results
Ten obstetricians comprising five consultant obstetricians and five registrars agreed to participate.
Analysis of the data revealed two superordinate themes; the obstetrician as a person, and supporting each other. Each superordinate theme was characterized by two subordinate themes and are presented in detail below.
The obstetrician as a person: emotional impact
The devastation, shock and sadness experienced by obstetricians following an IPD was evident as they described their personal involvements with particular deaths (Table 2 : Q1, Q2, Q3).
Obstetricians remembered the minutiae of the cases in vivid detail, the names of the parents and baby, and the exact date and time the death occurred. They easily described other clinical activity, including other patients on the labor ward up to the point of the IPD, but thereafter recalled nothing. Most could not recall what happened for the remainder of the shift or what they did when they went home (Table 2 : Q4, Q5, Q6, Q7).
All obstetricians were acutely aware of the impact the baby's death on the parents. Some struggled with having to break this news and the burden of this responsibility weighed heavily on them ( Table 2 : Q8, Q9).
Ultimately, obstetricians recognized that their own emotions and concerns were secondary to what the parents were experiencing and prioritized caring for them. They acknowledged the importance of good communication with parents, particularly in the immediate aftermath of the death and recognized the importance of consultant-led postpartum care (Table 2: Q10) .
Obstetricians placed huge pressure on themselves with respect to the intrapartum care they provided, and this manifested itself as self-blame, guilt and a sense of failure in their duty as medical professionals. Regardless of the accepted cause of death, they questioned the standard of care they had personally provided for the mother and baby (Table 2 : Q11, Q12).
Irrespective of whether a clinical review dictated that their decision-making was appropriate, they repeatedly held themselves personally responsible for the death of the baby and some carried guilt long after the death of the baby. Many continued to question their decisionmaking years after the event (Table 2 : Q13, Q14).
Obstetricians identified the challenging, sometimes difficult nature of their work, but ultimately recognized their job as rewarding.
They spoke about the privilege of being present with parents throughout the pregnancy. There was a sense of pride in being an obstetrician and no one discussed regret in their chosen career (Table 2 : Q15, Q16, Q17).
The obstetrician as a person: frustration
Obstetricians were frustrated at the way they, as a group, are treated by the media in the aftermath of an IPD. They were frustrated at what they perceived to be the media's inaccurate reporting and inappropriate sensationalizing of IPD, and recognized the impact that this reporting has on bereaved parents and on the wider public (Table 3: Q1, Q2, Q3, Q4).
One obstetrician voiced her concern and anger at the impact that the media coverage of IPDs could have on her family ( Step 1: Familiarization with transcripts
Step 2: identification of preliminary themes
Step 3: Development of sub-ordinate and superordinate themes
Step 4: Master Table of Themes created for each participant, involved repeating the above process for each participant and process repeated until saturation was reached Others were frustrated at the lack of protection available from within the healthcare system in the aftermath of an IPD (Table 3 : Q6, Q7).
They were also frustrated at what they believe is a perception of the general public that pregnancy and labor are risk-free and they expressed worry that the expectations levied upon them by the general public are too great and unrealistic; there was also a sense of frustration that the medical profession did not act to change this perception (Table 3 : Q8, Q9, Q10).
Supporting each other: an unmet need
Differing levels of support were given to obstetricians following an IPD. When reflecting on their own experiences, only four obstetricians were happy with the level of support they received from their colleagues and they had Table 2 . The obstetrician as a person: emotional impact.
Q1 "It was very difficult for me, I remember that case all the time, we had a shoulder dystocia . . . finally we had to go and surgically remove the left arm . . . it was really traumatic for everyone and everyone was crying in theater as it was a really horrible experience" Q2 "It was a little girl and she just never, she never breathed, she never responded and she died on the resuscitator . . . and we were, it was just so unexpected. It was so completely and utterly not on the radar . . . yeah it was pretty shit" Q3 "I could feel my whole body shaking, I could feel my heart racing, I could feel myself shaking, I didn't really know how to react at that time . . ." Q4 "We just had to go back in and keep working. I don't actually remember too much more of the night to be honest I just know we were both incredibly shook" [shocked] Q5 "I was just shattered, I was in bits but I don't really remember anything after that" Q6 "I can still see her face, I can still hear the screams of herself and her partner and I can remember it was my first night on call as a registrar" Q7 "I was working the New Year's eve shift and as the bells struck midnight we could hear everyone partying outside and we were giving CPR to a baby who was declared dead shortly after midnight . . . they are all just awful" Q8 "You would love if a hole just opened up and swallowed you because you don't want to tell them this news that is just going to shatter their lives" Q9 "How in the hell am I going to tell this woman who has just had a general anesthetic, who is asleep, how in the hell am I going to wake her up and tell her that her baby is dead?" Q10 "the priority has to be the parents and talking to them at this stage is hugely important . . . no matter how much you are worried about yourself you have got to just rise above that and you have got to go in and empathise" Q14 "to this day I don't know if I could have done anything differently and I don't know if I anything I did caused this but at the time.., you know it must be my fault" Q15 "It is that ability to be there throughout the journey, especially when they are stressed out and you are trying to be there for them and just to let them know . . .. all you are thinking of is them and the baby and for them to have a good outcome . . ." Q16 "Things could go wrong on a knife edge and it was the one place where I thought even as a med student that this is the one area of medicine where you can save a life and if you are not there it can be very different" Q17 "We get to be quite a big part of the best day of someone's life. And that is such a privilege" Table 3 . The obstetrician as a person: frustration.
Q1 "When you see amazing people brought down by the media that you have worked with personally . . . and the media doesn't care what they have done before and it is that 5 minutes in the media on which they are judged . . . that worries me" Q2 "the portrayal of the ratio of intrapartum deaths is not accurate but also the way the media will dramatize some poor couple's awful experience is not appropriate but will also try and dramatize the events that happened on the labor ward that day" Q3 "I think it is upsetting. I know all my colleagues. We do the best and we give the best and then we are portrayed as killers out there and not caring and it is very soul destroying" Q4 "For us it is really frustrating as we never hear the full clinical story and I think this ability for the papers to publish stuff that isn't factually correct without any clinical basis behind it needs to stop" Q5 "That's probably the thing that you cannot appreciate how awful it is until it happens to you or someone close to you. Just the devastation of having your face, your image, your name all over the national media, the 9 o'clock news, your parents, their friends, your kids, their school friends. 'Why is your mummy on the news? Did she kill the baby?'" Q6 "You have witch-hunts for doctors but it is not the doctor's fault, the system is never blamed . . . there should be a way to protect clinicians from this, from being vilified in the papers" Q7 "The doctors need to be protected and if it comes up that there is no negligence and there is no wrong decision made why should the parents be compensated for something like that, that is just life in itself, if it is nobody's fault" Q8 "..We have created an expectation that nothing can go wrong" Q9 "It's also very different the public perception versus reality. . .A lot of my family all say oh your job is so exciting . . . and you are dealing with happiness all the time .. the easiest thing to do is just smile whereas what I am always thinking is you have no idea how sad this can be" Q10 "there is a complete mismatch between the reality of pregnancy and patients' expectations" some reservations as to whether they would receive the same level of support again if faced with a similar situation. The remaining six obstetricians were given no support (Table 4 : Q1, Q2). For some there was a sense that a "blame culture" still existed following these events and that was why the support received was suboptimal. One obstetrician had been blamed directly by a more senior colleague, whereas for six others it was more a fear of being blamed or judged by their colleagues. There was also a recognition that the amount of support received was very much hospital dependent and that the "blame culture" might be more apparent in some units than others (Table 4 : Q3, Q4).
In the consultant group it was apparent that those who had been well supported by colleagues in the past were happier to provide support to other consultant colleagues who were in the same situation.
Supporting each other: incidental support and what might work?
All obstetricians requested appropriate, timely emotional support in the aftermath of an IPD, separate from the formal case review, which was accepted as a necessary component of the management of these cases (Table 5: Q1, Q2).
There was little consensus on how, when and who should provide the support, whether it should be formal or informal, and whether it should be self-sought or readily available in the form of a support team (Table 5: Q3). For some, informal debriefing with their colleagues or mentors was critical for their emotional recovery (Table 5: Q4) .
For others, discussing the event with parents, spouses and friends and hearing an external non-medical perspective was beneficial (Table 5 : Q5, Q6, Q7).
Others wanted the introduction of a hospital-based support team but were uncertain as to who should staff this team. Three obstetricians spoke about the potential benefits of an external counseling service for other staff but had not availed themselves of that service. Others spoke about their own coping strategies, which were as important as external supports. Table 5 presents the differing opinions on support after an IPD.
Discussion
Consonant with existing literature from the USA, Ireland and Ghana on the impact of stillbirth (4, (8) (9) (10) and other serious adverse perinatal events (18-23) on obstetricians and midwives, and building on our prior work on IPD (15), we identified that obstetricians are profoundly and negatively affected by IPD. Direct involvement with an IPD is upsetting and stressful, and sadness and shock were the predominant emotions experienced by our Q1 "in my experience if it happens early then you are less likely to get into a downward spiral and the next thing you are kind of walking around the corridors getting slightly schizophrenic thinking that people are talking about you having done something badly" Q2 "We do know that a lot of doctors are alcoholics, and there are drugs involved, all sorts of drugs and that is a consequence of not knowing how to mind themselves after incidents or just stress so there is definitely a place for it" (When talking about need for support structures) Q3 "Some people can give a very good clinical evaluation but that might not mean they are empathetic. Very personality dependent." Q4 "the best support mechanism is to go to another colleague. . .going to a professional person who may be very well qualified and very well skilled to do the counseling around it wouldn't work for me as talking to someone who knows exactly what you are going through because it is such an awful lonely emotional journey.. I would certainly struggle to articulate just how fucking awful it is" Q5 "He (spouse) was very supportive. . .he was reminding me that I had done all I could and somethings are outside your control and we don't know why some things happen. He was trying to build me back up" Q6 "mostly I go home to my mother and debrief all my cases to her" Q7 "it is ok to fall apart and to be all over the place and it if that is what you need to do then it is your right to go home and do that in the comfort of your own home with your support structures around you" Table 4 . Supporting each other: an unmet need.
Q1 "there was no formal debriefing but an informal debriefing that was very valid and actually very timely as I hadn't gone home and sat worried about it all night" Q2 "There is nothing. I have worked in seven hospitals, seven maternity units and I have never been formally debriefed, after a stillbirth or after an intrapartum death. . . I don't even think people asked us were we ok after it, we just continued on working and that was it you know" Q3 "I got a phone call that evening, at home in front of my parents from the consultant I had been on with that night to say 'that person that you were looking after, not that we were, that you were, is likely going to die over the weekend and I hope you have your statement ready. . ." Q4 "I was really discouraged by the response of the consultants there, it was more of a not our problem, not our case mentality. They had no idea of the impact that it had on the consultant who came on that day, me, the reg who was on the following night and the midwives who had been on that night with me. . ..When I went to the external inquiry, I did my talking and answered all the questions. But it wasn't until the end of that, that I broke down and said that this is the first time that anybody has actually talked to me in a fair open way"
participants. Despite the grief displayed by those in our study, the desire to provide high quality, compassionate care to the parents was always at the forefront of their minds and all recognized that regardless of their own personal fears and concerns, care of the parents was the priority. This feature is reflective of previous work on the impact of stillbirth on obstetricians (4,10). Self-blame and guilt were also commonplace. These responses are frequently identified in the published literature (9, 18) . Over 30% of US obstetricians reported blaming themselves for a perinatal death even when no cause was found (9); our findings echo that survey. While we were unable to pinpoint why obstetricians felt like this, these emotional responses are not unexpected, given that they are usually the HCPs responsible for the intrapartum care received by the mother and baby and in addition are also tasked with breaking the news of the death to the parents. Our analysis clearly identified this as a burden that weighed heavily on them.
The impact of intrapartum death on the obstetricians in our study was far-reaching and extended beyond the hospital environment. They were frustrated at the way they were perceived by the media and at the way IPD was sensationalized and inaccurately reported. Interestingly this is a theme that we did not identify in previous stillbirth research (10, 18) . What has been previously reported is the reaction of the general public to media reporting on perinatal deaths. Meaney et al. found that the Irish media had a substantial role in influencing public opinion when a perinatal death was reported on (24) . In addition it has been suggested that the language used in the media can have far-reaching consequences and can be detrimental to parents and HCPs (25) . The Irish media regularly report on intrapartum deaths and other adverse obstetric events, and often suggest that a case was mismanaged, while openly naming the involved HCPs. It is therefore unsurprising that the obstetricians in our study were frustrated and felt victimized in popular media. The role played by the media in the reporting of intrapartum cases, and the impact on HCPs is certainly an area that warrants further research attention.
Our participants identified the need for appropriate support interventions to be made available in the aftermath of an IPD. They highlighted the importance of collegial-based support systems. This theme commonly emerges in the existing literature on physician burnout, well-being and job satisfaction (26) (27) (28) . West et al. identified that a support intervention aimed at promoting well-being and reducing distress for US physicians and run and facilitated by physicians, improved both meaning and engagement at work and reduced depersonalization in the longer term (26) . The introduction of collegial-based ongoing support systems such as this may be appropriate and acceptable to our group of obstetricians and may alleviate the distress caused by these adverse events.
Despite the need for supports such as these, obstetricians in our study felt unsupported and isolated in the aftermath of an IPD and had concerns that the lack of support shown to them by their colleagues was rooted in the ongoing "blame culture" that exists in Irish hospitals. This culture has previously been noted in work by Nuzum et al. (10) on the impact of stillbirth on consultant obstetricians. This sense of "blame culture", or even the fear of being blamed by colleagues, is not a problem specific to Irish maternity hospitals but has also been identified in studies from Denmark (18) and the UK (29, 30) . This culture has to change; however, to do so will involve a close examination of the setup of the current healthcare system and the way medical error is dealt with, as well as an acceptance by both medical professionals and the public that not all adverse outcomes in labor are preventable.
One of the main strengths of this study is that it is the first study to explore qualitatively the specific impact that IPD has on obstetricians. The study focused on both consultant obstetricians and trainees and did not identify any major difference in themes between the two groups. In addition, the obstetricians in our study had worked in many different maternity units and had encountered the IPDs in different maternity units, in Ireland and abroad, so it is likely that their responses may be similar to other professionals working in obstetrics in other units and countries.
One limitation of this study is that the primary author is an obstetrician in training and it is possible that her interpretation of the data was influenced by her prior exposure to IPD, as well as her exposure to colleagues who had previously experienced an IPD. This is why a co-author also analyzed the data. This co-author is a social scientist, with no prior exposure to IPD and her interpretation revealed similar themes to those found by the primary author.
The second major limitation of this study is that the participants self-selected to the study. It is possible that they had a specific agenda or reason for participating and this may have influenced the content of their interviews.
The impact of intrapartum death on obstetric doctors is profound and long-lasting. The emotions described by obstetricians, including shock, sadness and guilt, mirror those of bereaved parents (5, 6) . Our study adds evidence that involvement in an unexpected intrapartum death is a uniquely traumatic event for obstetricians, and that the impact extends beyond the hospital setting. Acceptable and appropriate emotional support interventions for obstetricians to access in the aftermath of an intrapartum death need to be introduced, but more research is required to ascertain what form these interventions should take.
Obstetricians who are directly involved in a serious adverse event such as an IPD are also victims of this event and this is something that needs to be acknowledged by the public, by the healthcare system, by the media and by the doctors themselves. Leaders in the specialty need to play a role in recognizing this impact and spearheading the development of effective emotional support interventions for all obstetricians.
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